Efficacy of a Physician's Words of Empathy: An Overview of State Apology Laws
To the Editor:
The special communication article by Nicole Saitta, MA, and Samuel D. Hodge, Jr, JD, in the May issue ("Efficacy of a Physician's Words of Empathy: An Overview of State Apology Laws." 2012;112 [5] :302-306) caught my attention on a couple of fronts.
In nearly 20 years of practice, I
have never bought into the early guidance I received from some of my teachers that a physician should never apologize. I have consistently offered an "I'm sorry" to my patients and their families whenever the circumstances warranted such words. Such an expression, when it is truthful, is valuable simply for that reasonbecause it is the truth. Some patients may not want to hear it, but they do respect and accept it. My feeling has always been that the unique relationship of physician and patient already has enough asymmetry built into it without physicians refusing to humble themselves should circumstances warrant.
An example of such a circumstance would be a medication error. A filed incident report, along with an apology, serves to assuage much of the patient's concerns, letting the patient know that the mistake was recognized and steps have been taken to mitigate the chances of similar mistakes in the future. Another example would be a delay in care caused by an unclear or confusing clinical picture. An apology and explanation for the delay can go a long way toward reducing the anger felt by the patient-an anger often stemming from the complexity of the medical system that the patient does not understand and the clinical detachment that the patient may sense in an emotionally and mentally overloaded caregiver. The main point to keep in mind is that the mistake cannot be undone, but the mistake itself is not nearly as troublesome to the patient as is the sense that the caregiver is cavalier or indifferent to the event.
My patients have always responded maturely to the truth by acknowledging that they respect my honesty. I have had a few unsettled nights wondering if my words would be used to determine my guilt in a tort proceeding, but those fears have been, so far, unwarranted. Patients know that physicians are not superhumans. They know that we make mistakes. What they want is not perfection, but the ability to trust us as acting in their best interests and to the best of our abilities when they are in serious need. The basis for that trust is the unembellished truth.
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of is the peculiar habit of some physicians to attempt to "indemnify" themselves by rendering comments about care that could have been provided had the patient arrived sooner. One case that comes to mind involves a patient I knew who was seriously injured. Unfortunately, the severity of the injury was not recognized early enough to correct the problem, resulting in the loss of career for the patient. This patient told me that when she arrived at the surgeon, the first thing that the surgeon said was, "If you had only arrived here 'X' hours ago, I could have prevented this."
Of course, the patient asked me what I thought of this matter. Having had no input into this individual's care, I did the best thing that I could and replied, "I wasn't there, so I cannot comment. I trust that physicians do their best with what they see when they see it, and it is not for me to speculate, but to care for you now." Sadly, the resulting lawsuit ruined the career of an otherwise excellent physician who ended up being collateral damage in the pool of named defendants.
Physicians who seek to mitigate their own liability in what might be a bad situation for the doctors who were involved prior to referral might do well to remember that what goes around comes around. Speculation is not fact, and it does nothing to fix a disaster. It only ensures that greater folly will occur.
I have always taught my students and residents that "I don't know" is an acceptable answer when it is the truth. To the extent that patients can accept a humble "I am sorry" when circumstances warrant it, I am quite certain that they will also accept "I don't know," especially when physicians are clearly not in a position to render observed judgment for events that occurred before their involvement in care. 3 and African tick-bite fever. 4 Anthrax and tularemia are considered agents of bioterrorism, 2 but they can also be acquired as part of recreational activities (eg, wild game hunting) or occupational activities (eg, those of farmers, veterinarians, abattoir workers, or taxidermists) during natural exposure to infected animals or their products. African tick-bite fever is endemic primarily in the southern (ie, sub-Sahara) regions of Africa; so, recent travel there would have to be ruled out. Balancing the professional self with the personal self is a constant challenge that physicians face. Becoming the best physician that an individual can be may infringe on the personal development of that individual, preventing him or her from becoming the best person, parent, or spouse that he or she can be.
Todd R. Fredricks, DO
Not all physicians merge their personalities with their profession. Increasingly, in my observations physicians are moving immediately from the completion of their education to employee positions. How will the changing roles of the physician in the US health care system affect the life cycle model proposed by Dr Silverberg? 1 The stages that professionally focused physicians typically go through are documented well by Dr Silverberg. 1 After primary care physicians graduate, most have the ability and desire to do everything that they were trained to do. In my experience, striving toward this goal takes from 7 to 10 years, with newly minted family physicians working and studying as hard as they can and focusing themselves on advancing professionally. Meanwhile, their personal development may be hampered or slowed. I feel that the osteopathic medical pro- I have observed that after the initial period of intense practice and learning about their professional selves, many primary care physicians evolve into focusing on more limited practice areas. This evolution may be conscious on the physician's part, or it may happen as a result of the interest the physician shows in particular areas of care. Some of this professional evolution is societal or cultural in nature. For example, it may be difficult to keep geriatric patients feeling comfortable in the same waiting room with pediatric patients. They may eventually abandon such a broadbased practice for a more focused practice that they feel is "their own."
What Dr Silverberg 1 calls "regressive preoccupation" may also be thought of as a professional dematuring of a physician in practice. Alternately, it could be personal advancement in which the physician learns to compartmentalize pieces of his or her life to become more successful in multiple areas-or to reassess and reprioritize where he or she puts energy and focus.
I would also like to discuss what Dr Silverberg calls "curricular development." The term curriculum infers that there is an assessment method. Although assessment can take many forms, and profiling and comparing yourself to other people whom you admire is an acceptable assessment method, it does not address all of the domains in which we live our lives. Interests and skills change over time. A baseball card collector who no longer keeps his cards in proper order does not have to be a dematured baseball card collector; he may be a changed person for many other reasons.
Assessment of self-confidence and use of pro/con grids are both reasonable ways of deciding the best way to act and respond. Other productive self-assessment techniques that can move an individual between life cycle stages include self-study time logs (for determining what to do when given the freedom to pursue what the mind is pushing toward), journaling and autobiographical sketching, and the creation of portfolios.
I believe that when physicians feel that they are entering a stage of "regressive preoccupation," they may look at opportunities for advancement or growth. Previously, these opportunities were limited, but with the restructuring of the US health care system they are becoming more common. For example, administrative and management positions that previously did not require a physician are increasingly performed by professionals with medical training and experience. 2 The so-called churchstate separation between hospital care provided by physicians and management provided by business managers is being replaced by physician-led management. 2 Such dematuring may also sometimes be thought of as a "midlife crisis" that individuals experience when they have mastered a particular field and wish to transfer their skills to another level, rather than continue using their skills at the same level for the rest of their lives.
I agree with Dr Silverberg's 1 point that transitions from one life cycle stage to another can be gradual. Such transitions can also be different for different individuals, and how they occur may vary according to the environment in which health care is being practiced. The professional life cycle of today's primary care physicians is different from that of the generation before them. Acute myeloid leukemia (AML) consists of a group of relatively welldefined hematopoietic neoplasms involving precursor cells committed to the myeloid line of cellular development. These neoplasms account for 80% of all adult leukemias, with an incidence of approximately 3 to 5 cases per 100,000. 1, 2 Until 2010, AML was classified according to the French-AmericanBritish classification system. 3 This classification scheme, proposed in 1976, divided AML into 8 distinct subtypes (M0-M7) on the basis of type of cell from which the leukemia developed and the condition's degree of maturity. Classification relied heavily on the appearance of the malignant cells as seen with light microscopy.
With advancing technology and increasing insight provided by cytogenetics research, a new AML classification scheme was devised. In 2008, the World Health Organization (WHO) classified AML on the basis of a combination of morphologic, immunophenotypic, genetic, and clinical features. 4 The 4 main groups in this WHO system were (1) AML with recurrent genetic abnormalitiesinv(3), inv(16), t(1;22), t(6;9), t(8;21), t(9;11), t(15;17), mutated CEBPA, or mutated NPM1; (2) AML with features related to myelodysplastic syn-(continued from page 406) LETTERS Letters dromes; (3) therapy-related AML; and (4) AML not otherwise specified. This landmark WHO classification 4 was notable not only because it allowed the incorporation of clinical and immunohistochemistry data with new genetic data, but also because it introduced genetic risk stratification into treatment for patients with AML.
Risk stratification was nothing new in cancer research. Since 1952, when Pierre Denoix of the Institute Gustave-Roussy devised the TNM (tumor, lymph nodes, metastasis) staging system for solid tumors, physicians around the world had been determined to devise improved ways to predict tumor behavior and patient survival. 5 During the late 20th century-despite the advances in risk stratification for solid tumors-prognostication in hematologic malignancies, such as AML, remained difficult. Overall survival rates with AML treatment were extremely heterogeneous, and no one could easily predict which patients would do poorly. The only poor prognostic signs that had been identified for AML were advanced age at diagnosis (>55 years), poor performance status (Eastern Cooperative Oncology Group performance score ⩾3), exposure to cytotoxic agents or radiation therapy, and history of previous myelodysplasia. [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] In the early 21st century, with additional research and increased emphasis on cytogenetics, AML has been further subdivided on the basis of karyotype-favorable, intermediate, and unfavorable. 16 Favorable karyotypes (occurring in 16% of patients) consist of inv(16), t(8;21), t(15;17), and t(16;16). Intermediate karyotypes (20% of patients) are those abnormalities not described as favorable or unfavorable. Unfavorable karyotypes (13% of patients) include add(5q), add(7q), del(5q), del(7q), inv(3), t(3;3), t(6;11), t(9;22), t(10;11), 17p abnormalities, monosomies 5 or 7, monosomy 17, and many others. Attesting to the heterogeneity of the disease, 10-year survival rates have been found to be 69%, 38%, 33%, and 12% for patients with favorable risk, normal karyotype, intermediate risk, and unfavorable risk, respectively. 16 With the outpouring of genetics research and data in the 2000s, there have been continual questions within the research community regarding whether patient characteristics in the new WHO classification scheme correspond to other genetic abnormalities. Patients with therapy-related AML secondary to DNA topoisomerase inhibitors typically have been found to have abnormalities involving the MLL gene at chromosome locus 11q23 17 or the RUNX1 gene at chromosome locus 21q22. [18] [19] [20] [21] [22] There is a high frequency of the loss of the long arms of chromosomes 5 and 7 among patients with myelodysplasia-associated AML. 23, 24 In addition, patients with AML not otherwise specified have been found to have mutations in the FLT-3ITD/TKD, NRAS, BAALC, and WTI genes. [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] [36] [37] [38] [39] [40] [41] Although correlating studies continue to this day, physicians currently have an abundance of prognostic information for their patients with AML. This information allows physicians to accurately risk-stratify patients on the basis of their extensive tumor profiles.
Despite the wealth of information acquired over the past 10 to 15 years, overall patient survival-the gold standard in cancer researchremains unchanged. Current standards of hematologic practice dictate that patients with poor cytogenetic profiles be evaluated for bone marrow transplant. However, no randomized, controlled trials have described benefits from this approach or whether certain chemotherapeutic regimens (excluding treatments for acute promyelocytic leukemia) are more effective for patients with certain cytogenetic abnormalities.
We have entered a new frontier in cancer research-a frontier full of hope and opportunity for improvement. Thousands of dedicated researchers have helped describe a multitude of genetic abnormalities associated with AML. However, this research is only a piece of the puzzle. We must expand our new knowledge and develop innovative approaches and treatment regimens for patients with AML to extend the overall survival rate of these individuals. 
Thinking Osteopathically
To the Editor: "Thinking osteopathically." I am not sure what that means. As an emergency physician, does that mean I think holistically about my patients? Does it mean I engage the body's inherent self-regulating mechanisms? Does it mean I use forms of manipulative medicine? If thinking osteopathically ends with these tenets, then so will the osteopathic medical profession. There is nothing unique about manipulative medicine; chiropractors and physical therapists use it every day. The other basic tenents of osteopathic medicine are even less uniquely ours. Also, our training is not of our own design.
As an educator, I am aware of the strides we have made to elevate the LETTERS Letters skills and knowledge, as well as the numbers, of osteopathic trainees. But most, if not all, of the recent advances in our teaching have been borrowed from the Accreditation Council for Graduate Medical Education (ACGME). In fact, when you look at the ACGME methods, you will see the American Osteopathic Association (AOA) adopting the same approaches and standards 3 years later. For example, in 2001, the ACGME introduced the 6 core competencies in its Outcome Project. 1 In 2004, the AOA came up with 1 core competency of its own. 2, 3 In 2003, the ACGME established new duty hour restrictions, 4 and ours were established in 2006. 5 I'm not against the ACGME's practices, but I would like to see something come from our own housefrom our own brains and will. As it is, we are neither the same as, nor different from, the ACGME ... imitation poorly done, timid, and slightly behind. We can compete to be the 800-lb gorilla, or we can evolve to use tools.
The ACGME and AOA both require written yearly criteria for residents to meet before they can advance to the next level of training. These criteria are appropriate, because they help prevent physicians from advancing in their training before they have demonstrated competency. But these plans do not offer any motivation to enter an AOA-approved internship or residency training program. We have set up minimum criteria without allowing those who meet the standards early to enjoy the fruits of their accomplishments.
It would be valuable to begin thinking about doing away with timebased training (ie, you are done after you have put in your time) and replacing it with competency-based training (ie, you are done when you demonstrate adequate knowledge and experience). Some residents would complete their training sooner; others would require more time. How long does a PhD program take? It takes as long as necessary-until the PhD candidate proves that he or she has obtained the required knowledge and skills. The structure of our training should be focused on the desired end result: qualified osteopathic physicians.
Learners in a competency-based training program might be able toand would have some motivation to-learn faster, work harder, and complete the training sooner. Competency-based medical training is a tempting alternative to ACGME-style training, while maintaining the levels of knowledge and experience required by the AOA. In competency-based medical training, osteopathic residents would still be required to pass certification examinations and to have a minimum of patient exposures, but they would do so at their own pacenot the pace of tradition.
Thinking osteopathically, or thinking for ourselves?
